MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

CEPAATMENT OF PUBLEIC HEALTH AND WELFARE

DO NOT WRITE
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AMERDED
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QC 8
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DATE AMENDED

1. PLACE OF DEATH
a. COUNTY

Jackson

2. USYAL RESIDENCE {Where docuied lived.
- STAE. ¥angas

Hf institution:

b, COUNTY JOh:nSvon

Resldence before
asdmisaion)

TOWN

b. C‘I)l;f {If outside corporata limite, give TOWNSHIP gnly)

Kanggg City

Length of stay in b

8 days

. CITY
CR
TOWN

HOSPLTAL OR
INSTITUTION St'

<. FULL NAME QF (If NOT in howpital, give location)

Mary's Hospital

Inside Limita

Yoo Xl No O

d. STREET
ADDRESS

Qverland Park

{If cutside,

give locailan)

7000 West 66th Terr,

Inside Limite
You No O

Retide on Farm

Yo [ Ne [

J. NAME OF DECEASED
[Type or print)

Firsr

Peter

A,

Last

Marxen

4. DATE
OF
DEATH

Month

Becember 18, 1963

Day

Year

5. SEX

Male

6. COLOR OR RACE

te

7. Married X0
Widowad [

Never Married [
Diverced ]

8. DATE OF BIRTH

B#-2-1900

?. AGE (layr birthday)

63

IF_UNDER | YEAR

IF UNDER 24 HR

Menths Days

Hourn Min.

(AN

12. CITIZEN OF

WHAT COUNTRY

10b. KIND OF BUSINESS OR INDUSIRY

Insurance Agency
13b. MOTHER'S MAIDEN NAME

Mary Ann Studer

16. SOCIAL SECURITY NO. [17.

BIRTHPLACE {City and state or country}

Piper, Kansas U.S,.4A,

14, NAME OF HUSBAND OR WIFE

Frances Marxen

INFORMANT Address
Mrs, Frances Marxen 7000 West 66th Terr.

INTERVAL BETWEEN

ONSET AND DE.Z

10a. USUAL OCCUPATION [Give kind of work dona
during most %f' working life, even if retired)

ol | ] W

13a. FATHER'S NAME

Adam Marxen
15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yas,mor unknown)l (If yas, ‘ﬂ’bﬂé or dates of servi

i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

N

4

18. CAUSE OF DEATH (Enter only one cause per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

L]

DOCUMENT

Conditions, if any, OUE TO (b)
which gava rise to
sbave cause [(a).
stating the under-
lying cause  last,

PART 1. QOTHER SIGNIHCANT CONDITIONS CONTRIBUTING TO

/ ’ disease gondil isven in PART | la)

1%. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HDM'CIDE
PERFORMED? O a0 O
YES O NO

20c. TIME OF
INJURY

el @&Zw
LA LT AL |

INSTEAD OF

PART 111, 1f decoased y fernale was
there a pregndhey in last 90 days

jbu! net related Jo the Yerminal
[D Yn_l O Neo O Unknawn

20b. DESCRIBE HOW INJURY OCCURRED tEnIer noture of injury in PART | or PART II of item 18.)

DUE TQ

Hou Month, Day, Year |
a.m.

p-m,

20d. INJURY OCCURRED
WHILE AT WORK ]

20e. PLACE OF INJURY (e.g., in or abour home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE

farm, factory, strent, office bldg,, etc.)
NOT WHILE AT WORK [J

2}, | attended the decenud fro v 1 nd last saw .. aliva o
Death occurred at ’ 38— ;
22b. ADDRESS

St (il D | T2%

|y 23a. BURIAL, CREMATION, 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY

R A el 12-21-1963 | Mb. St. Marys Cemetery

24. FUNERAL DIRECTOR ADORESS 25. DATE RECD. BY LOCAL REG.

Mell -McGi]_'I.ey-Eylar 20 W. Linwood e
ody .2 |2 1563

* {Licansed Embaimer’s Statemant an Revarse Side)

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

ﬁﬁ‘é % Z7c. DATE SIGNED

yo? -/ F-a3
23d. LOCATION [City, town, apCounty)

{Srpte)
Kansas City,

USE BLACK INK

SHQULD READ

?rt’ M. Parker mesical cenricanion

TYPEWRITER RIBBON

Missouri

26. REEISTRAE‘S SIGNATURE Z
-

BY AFFIDAVIT OF

ITEM NO.




]
1
e

" *

i
. STATEMENT BY LICENSED EMBALMER

4

| hereby certify that the body-whose name is recarded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.
working under my personal supervision.

Studens,

Signature of Student Embalmer

Licensed Embalmer . %5 7 é-

r

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .

If embalmed by_.a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. -

- . - - .- W o+
- e o




